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Objective: Few studies have been published on the safety of carotid
endarterectomy (CEA) after intravenous thrombolysis (IVT). Registry re-
ports have been recommended in order to gather large study groups.
Design: A retrospective, registry based, case controlled study on pro-
spectively gathered data from Sweden, the capital region of Finland, and
from Denmark, including 30 days of follow up.
Methods: The study group was a consecutive series of 5526 patients
who had CEA for symptomatic carotid artery stenosis during a 4.5 year
period. Among these, 202 (4%) had IVT prior to surgery, including 117
having CEA within 14 days, and 59 within 7 days of thrombolysis. IVT
as well as CEA were performed following established guidelines. The me-
dian time from index symptom to CEA was 12 days (range 0e130, IQR
7e21).
Results: The 30 day combined stroke and death rate was 3.5% (95%
CI 1.69e6.99) for those having IVT + CEA, 4.1% (95% CI 3.46e4.39)
for those having CEA without previous IVT (odds ratio 0.84 [95% CI
0.39e1.81]), 3.4% (95% CI 1.33e8.39) for those having IVT + CEA
within 14 days, and 5.1% (95% CI 1.74e13.91) for those having IVT +
CEA within 7 days.
Conclusion: Data on the time from symptoms to CEA in patients not
having IVT, Rankin score, degree of stenosis, and cerebral imaging were not
available. Despite its weaknesses, this study reasserts that CEA can be per-
formed within the recommended 2 weeks of the onset of symptoms and
IVT without increasing the risk of peri-operative stroke or death. Centres
and vascular registries are recommended to continue monitoring changes
in patient characteristics, lead times, and major complications after CEA
in general, with a special focus on those who have undergone a prior
thrombolysis.
Outcomes of Fenestrated/Branched Endografting in Post-dissection
Thoracoabdominal Aortic Aneurysms
Oikonomou K., Kopp R., Katsargyris A., Pﬁster K., Verhoeven E.L.,
Kasprzak P. Eur J Vasc Endovasc Surg 2014;48:641-8.
Objectives: Fenestrated/branched thoracic endovascular repair (F/
Br-TEVAR) is increasingly applied for atherosclerotic thoracoabdominal
aortic aneurysm (TAAA); however, use in post-dissection TAAAs is still
very limited. Experience with F/Br-TEVAR in the treatment of post-dissec-
tion TAAA is presented.
Methods: Data were analysed from prospectively maintained data-
bases including all patients with post-dissection TAAAs that underwent
F/Br-TEVAR within the period January 2010 to July 2013 in two vascular
institutions. Evaluated outcomes included initial technical success, operative
mortality and morbidity, late survival, endoleak, aneurysm diameter regres-
sion, renal function, and reintervention during follow-up (FU).
Results: A total of 31 patients (25 male, mean age 65 6 11.4 years)
were treated. Technical success was 93.5% and 30-day mortality 9.6%. Tem-
porary spinal cord ischaemia occurred in four (12.6%) patients, with no case
of permanent paraplegia. Mean FU was 17.0 6 10 months. There were
seven late deaths, all aneurysm unrelated. Estimated overall survival rates
were 83.9 6 6.7, 76.4 6 7.9 and 71.6 6 8.7% at 6, 12, and 18 months,
respectively. Impairment of renal function occurred in two (6.4%) patients.
Endoleaks were diagnosed in 12 patients during FU, including six type IB
endoleaks and six type II endoleaks. Reintervention was required in seven
(22.5%) patients. Mean aneurysm sac regression was 9.3 6 8.7 mm, with
a false lumen thrombosis rate of 66.7% and 88.2% for patients with a FU
longer than 6 and 12 months respectively.
Conclusions: F/Br-EVAR is feasible for patients with a post-dissec-
tion TAAA. Although associated with additional technical challenges, and
a signiﬁcant need for reintervention, it leads to favourable aneurysm1712morphologic changes, and may play a more prominent role in the future
for this type of pathology if long-term results conﬁrm the good initial
outcome.
Low Post-operative Mortality after Surgery on Patients with
Screening-detected Abdominal Aortic Aneurysms: A Swedvasc
Registry Study
Linné A., Smidfelt K., Langenskiöld M., Hultgren R., Nordanstig J.,
Kragsterman B., Lindström D. Eur J Vasc Endovasc Surg 2014;48:649-56.
Objectives: Screening for abdominal aortic aneurysms (AAAs) sub-
stantially reduces aneurysm-related mortality in men and is increasing
worldwide. This cohort study compares post-operative mortality and com-
plications in men with screening-detected vs. non-screening-detected AAAs.
Methods: Data were extracted from the Swedish National Registry
for Vascular Surgery (Swedvasc) for all screening-detected men treated for
AAA (n = 350) and age-matched controls treated for non-screening-
detected AAA (n = 350).
Results: There were no differences in baseline characteristics besides
age, which was lower in the screening-detected group than in the non-
screening-detected group (median 66 vs. 68, p < .001). Open repair was
used more frequently than endovascular aortic repair (EVAR) in patients
with screening-detected AAAs than in non-screening-detected controls
(56% vs. 45% p = .005). No differences in major post-operative complica-
tions at 30 days were observed between the groups. In patients treated
with open repair there were no differences in 30-day, 90-day or 1-year mor-
tality in screening-detected patients compared to non-screening-detected
controls (1.0% vs. 3.2% p = .25, 2.1% vs. 4.5% p = .23, 4.1% vs. 5.8% p =
.61). None of the patients treated with EVAR in either group died within
30 days. The 90-day mortality after EVAR was lower in patients with
screening-detected AAA than in those with non-screening-detected AAAs
(0.0% vs. 3.1%, p = .04). No difference in the 1-year mortality was detected
in the EVAR-patients between the two groups (1.4% vs. 4.7%, p = .12).
Conclusions: The contemporary post-operative mortality after AAA
surgery was low in this national audit of patients with screening-detected
AAAs and age-matched controls. Patients with screening-detected AAAs
have the same frequency of complications at 30 days as patients with non-
screening-detected AAA. This study gives further support to national
screening programs for the detection of AAA in men.
Abdominal Aortic Diameter Is Increased in Males with a Family
History of Abdominal Aortic Aneurysms: Results from the Danish
VIVA-trial
Joergensen T.M.M., Houlind K., Green A., Lindholt J.S. Eur J Vasc
Endovasc Surg 2014;48:669-75.
Objective: To investigate, at a population level, whether a family his-
tory of abdominal aortic aneurysm (AAA) is independently related to
increased aortic diameter and prevalence of AAA in men, and to elucidate
whether the mean aortic diameter and the prevalence of AAA are different
between participants with male and female relatives with AAA.
Design: Observational population-based cross-sectional study.
Materials: 18,614 male participants screened for AAA in the VIVA-
trial 2008 e2011 with information on both family history of AAA and
maximal aortic diameter.
Methods: Standardized ultrasound scan measurement of maximum
antero-posterior aortic diameter. Family history obtained by questionnaire.
Multivariate regression analysis was used to test for confounders: age, sex,
smoking, comorbidity and medication.
Results: From the screened cohort, 569 participants had at least one
ﬁrst degree relative diagnosed with AAA, and 38 had AAA. Participants with
a family history of AAA (+FH) had a signiﬁcantly larger mean maximum
aortic diameter (20.50 mm) compared with participants without family
history of AAA (FH) (19.07 mm, p < .0001), and +FH with female rel-
atives with AAA had signiﬁcantly larger mean maximum aortic diameter
